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Post Fall Follow-up
•	 Nursing orders in the electronic medical record
•	 Patient Safety Net for incident documentation
•	 Manager/Supervisor Follow-up Form
•	 Daily report of in-patients who have  
fallen for off shift  supervisors
•	 Root Cause analysis for serious falls








































Prompted by an increase in falls in December of 2006, a group of nurses convened to address new approaches in fall prevention. This group 
quickly identified the need for a multidisciplinary approach. Additional members added to the committee included a physician, pharmacist, 
physical therapist, risk manager, quality improvement nurse, nurse educator and information systems specialist. During the first year, the 
interdisciplinary committee effected policy changes in many departments and provided multi-hospital wide education. The committee also 
supported the development of a nursing Fall Prevention Resource Group that meets monthly and is composed of nurses and aides from each 
unit. The members are the “Champions for Fall Prevention”.  The monthly meetings of both groups keep the fall prevention initiative alive.
evaluation
The evaluation of this initiative is ongoing. Each fall report is reviewed to identify contributing factors. Monthly fall rates are evalu-
ated for patterns to allow for problem solving. A root cause analysis is held for all serious falls to identify any system issues that can be 
addressed. Patient safety is our first priority so this initiative will continue.
Education
•	 Orientation for nursing externs on safe patient handling
•	 Mandatory in-services for aides, techs, and clerks
•	 New hire RN education on proper use of Morse Tool
•	 Patient Safety Goal Carnival for entire hospital staff
Increasing Awareness
•	 An individualized unit score cards to show fall rate
•	 Unit sign to show hospital and unit falls
•	 Monthly report at Nurse Executive  
Communicating Council 
THOMAS JEFFERSON UNIVERSITY HOSPITALS
JG 09-1046
Month:  Month:  
Hospital Falls:
Unit Falls:
Date of Last Fall on this Unit:
THOMAS JEFFERSON UNIVERSITY HOSPITALS
Thomas Jefferson University Hospitals are committed to 
providing safe and effective care for all of our patients. Falls 
are a leading cause of accidental injury for the hospitalized 
patient. Just being in the hospital increases your risk for falls 
even if you have never fallen at home. To prevent you from 
falling, we have developed a Falls Prevention Program.  
This program helps us to identify high-risk patients and to 
take preventative measures. This program is a team effort 
involving all hospital staff, plus you and your family.
During your hospital stay, tell the nurse if you have any 
changes in vision, hearing, balance, or side effects from your 
medication. If you are identified as high risk, the nurse will 
place a yellow wristband on your arm to alert all members 
of the healthcare team.
What you and your family can do:
1.  Call the nurse before getting up if you are connected to  
equipment such as an intravenous, compression boots, 
drainage bags, urinary catheter, oxygen, and/or cardiac monitor.
2.  Watch for equipment that could get in your way such  
as your bedside table, intravenous pole, electrical cords, 
and medical equipment.
3.  Discuss your medications and possible side effects  
with your nurse. Many medications, such as diuretics, 




STOP! Call! Don’t Fall!
Safety Tips
1. Keep your call bell in reach.
2.  Call for assistance before getting up.  
This is not a bother but something  
we are happy to do.
3. Wear our safety slippers.
4.  Ask to keep a light on  
at night.
5.  Keep clothing from  
dragging on the floor.
6.  Use your assistive devices –  
glasses, hearing aides, cane,  





•	 Fall prevention video
•	 TV menu prompts patient to view
•	 System documents patient’s usage
FALL
 RISK
                                                                      Friday  March 27, 2009 
 
 
Patients Who Have Fallen 
 
During Hospitalization 
 Please check on the following patients when making your rounds. 
Perhaps increased surveillance can prevent another fall.   Fourth Floor                                                           Date of Fall 
447C  Smith, Henry 
3/14/09 
462A  Jones, Keith 
3/24/09 
475B  Harvey, John 
3/23/09 
4124  Bennet, Stella 
3/25/09 
4126  Falling, Anthony 
3/19/09 








8109   Street, Robert  x2  
 3/23/09 & 3/26/09 
8205   Mills, Harriet 
3/26/09 
8208   Bunny, Christopher  
3/24/09  
8232   Merry, Steven 
3/14/09                                




9405  Spring, Robert 
3/20/09 
9414  Fox, Mary 
3/14/09                        
 
Other 
1079   Hardwood, Daniel 
3/26/09 
1123   Stream, Charles 
3/6/09 
1506   Weather, Linda 
3/10/09  
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The Humpty Dumpty Scale™ Outpatient
Parameter Criteria Score (circle)
Age Less than 3 years old 4
3 to less than 7 years old 3
7 to less than 13 years old 2
13 years and above 1
Gender Male or Female under 3 years old 3
Male over 3 years old 2
Female over 3 years old 1
Diagnosis Neurological Diagnosis 4
Alterations in Oxygenation (Respira-





Cognitive Not Aware of Limitations 3
Impairments Forgets Limitations 2
Oriented to own ability 1
Environmental History of Falls 3













One of the meds listed above 2
Other Medications/None 1
TOTAL
Patient Falls Safety Protocol
Low Risk Standard Protocol (score 6-11)
• Orientation to room
• Environment clear of unused equipment, 
furniture’s in place, clear of hazards
• Patient and family education available to 
parents and patient
High Risk Standard Protocol (score 12 
and above)
• Identify patient with a “humpty dumpty 
sticker” on the patient, and in  patient 
chart
• Educate patient/parents of falls protocol 
precautions
• Accompany patient with ambulation
At risk for falls if score is 12 or Above
Minimum Score 6
Maximum Score 19                                      
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Fall Prevention Resource Group
•	 Members collaborate and problem solve at  
monthly meetings
•	 Guest speakers present educational programs
•	 New product trials are sponsored and evaluated
•	 Sponsored “brain-storming” lunch
•	 Web page on hospital Intranet





Our group is comprised of RNs and Ancillary staff members from all units of 
TJUH and JHN. We meet monthly on the first Wednesday of the month from 
12:00pm to 1:00pm. You can find our meeting dates, time, and room location on 
the Nursing Intranet calendar. 
 
Our chairpersons are: Liz Gutwein-Guenther, RN, BSN and Patricia Horner, RN, 
MSN . Please feel free to contact us with questions or to join our group. (ext. 5-
0086; B - 6538)   
                                                                                 
  
  
  Goals and Objectives for the
Falls Prevention Resource Group2009
  
1.   Continue the growth and development of  a resource group composed of 
RNs and NAs devoted to decreasing patient falls within the hospital.  
  
2.   Increase the staffs’ knowledge base regarding fall prevention strategies. 
  
3.   Use bulletin boards and falls prevention binders on all nursing units to 
disseminate information. 
  
4.   Maintain Joint Commission readiness related to falls prevention. 
  
5.   Utilize the falls prevention staff as resources on the unit to prevent patient 
falls. 
  
6.   Support Hourly Comfort Rounding. 
  
